Background: Acute lymphoblastic leukemia (ALL) is an aggressive disease, which cause accumulation of immature early bone marrow hematopoietic cells known as blast cells.
Introduction
ACUTE lymphoblastic leukemia (ALL) is a malignant transformation and proliferation of lymphoid progenitor cells in the bone marrow, blood and extramedullary sites, which mostly occurs Correspondence to: Dr. Zeinh H. Fardan, The Department of Child Health, King Khalid University, Abha, Saudi Arabia among children (80%) [1] . It is an aggressive disease, which causes accumulation of immature early bone marrow hematopoietic cells known as blast cells [2] .
Worldwide, ALL is the most common type of cancer and leukemia affecting children, accounting for approximately 25% of all childhood cancers and 75% of pediatric leukemia cases. Furthermore, it affects 4.4 of 100,000 children, with the highest incidence occurring between 3 and 5 years of age [3] .
In Saudi Arabia, ALL constitutes almost 70% of pediatric leukemia cases in boys and 69% in girls [4] .
The aim of this article is to report a very unusual presentation of a case of acute lymphoblastic leukemia in a Saudi female child.
Case Report
A four-Year old Saudi girl, who has been medically free before, presented in January 12th, 2017 to Abha Maternal and Children's Hospital, Saudi Arabia, with repeated hematemesis.
During last 2 days, there was vomiting, around 3-4 times/day, with food contents, non-bilious, and non-projectile. There was watery diarrhea, around 3 times/day, with no mucus or blood. The patient was escorted to a primary health care center, where she was diagnosed as a case of acute gastroenteritis and oral rehydration therapy was prescribed to her. However, six hours later, she developed hematemesis, with large amount more than 7 times with markedly decreased activity. Therefore, the family 1227 1228 An Unusual Clinical Presentation of Acute Lymphoblastic Leukemia in a Child called an ambulance to transport the girl to our hospital.
She had a history of fever reaching 39° C, which started 5 days earlier and responded favorably to antipyretics, with no chills or rigor.
The patient had no history of abdominal pain or jaundice, no history of bleeding from any other orifices, no history of cough, shortness of breath or hemoptysis, no history of abnormal movement or altered level of consciousness, no history of weight loss, no history of drug ingestion or foreign body ingestion. There was no history of any hematological diseases in the family.
The patient was delivered full-term by Cesarean section, with no neonatal intensive care admission. Past medical or surgical conditions were unremarkable. Her vaccinations was up-to-date. She was developmentally appropriate to her age. She was on the same family diet.
Her father was 50 years old and healthy, while her mother was 35 years old and healthy. She had six siblings who were healthy. The family were living in their own house, with good income. There was no history of chronic diseases, or any similar condition in the family.
On physical examination, the patient was conscious, alert, pale, lethargic, with mild dehydration. She was not jaundiced, afebrile, not in respiratory distress. Her body temperature was 37.7°C, respiratory rate: 30 breaths/minutes, heart rate: 135 beats/minutes, oxygen saturation: 95% in room air, and blood pressure: 101/73 mmHg. Her growth parameters showed weight: 14kg (on 50 th percentile), height: 96cm (above 25 th percentile), and head circumference: 49cm (on 50 th percentile). Her throat was congested. Chest examination revealed equal bilateral air entry, with no added sounds. Cardiovascular examination showed normal first and second heart sounds, no murmur, with no added sounds.
Capillary refill time was 3 seconds. Abdominal examination revealed soft, lax abdomen, not distended and no hepatosplenomegaly. There was no tenderness, no visible dilated veins, no ascites, or palpable mass. Central nervous system examination revealed that the girl was oriented, lethargic with normal power, tones and reflexes. There was no skin rash, no lymph node enlargement, joint swelling or deformity.
The patient was admitted to the Pediatrics Department and omeprazole (1mg/kg/dose twice daily and octreotide infusion were prescribed. The hematemesis stopped next day.
Laboratory investigations revealed blood glucose: 98mg/dl, blood urea nitrogen: 16mg/dl, creatinine: 0.42mg/dl, sodium: 134mmol/l, potassium: 3.8mmol/L, calcium: 7.8mg/dl, corrected calcium: Bone marrow aspirations revealed being markedly infiltrated by blast cells, with marked reductions of all normal cells. Therefore, the case was diagnosed as acute leukemia, most probably acute lymphoblastic leukemia (ALL). Therefore, she was referred to the Comprehensive Cancer Center at King Fahad Medical City in Riyadh, which is one of the main references for hematology and oncology patients in the Ministry of Health, to start her chemotherapy course for management of her condition.
Discussion
Our patient presented with an unusual clinical feature, with repeated hematemesis that was preceded two days earlier with vomiting and diarrhea. Her condition started with fever that could be controlled by antipyretics. She was pale, lethargic, with tachycardia.
Al Omari et al. [5] who conducted their case series at a tertiary hospital in Saudi Arabia, noted that not all patients with ALL had the same presenting clinical features, but there were some common features. Most ALL patients complain of high or low fever, presented by 70% of the patients while pallor was present in 54%. The least frequent symptom was vomiting, which was present only in 4% of cases.
Spivak [6] noted that symptoms may be present for only days to weeks before diagnosis. Disrupted hematopoiesis leads to the most common presenting symptoms (e.g., anemia, infection, easy bruising and bleeding). Other presenting symptoms and signs are usually nonspecific (e.g., pallor, fatigue, fever, malaise, tachycardia) and are attributable to anemia and a hypermetabolic state.
Biswas et al. [7] stated that, as the disease progresses, pallor, bleeding tendency, hepatosplenomegaly and lymphadenopathy may appear. However, uncommonly, joint pain, proptosis, abdominal pain, malena, diarrhea, dysphagia etc. can also be noted as initial manifestation, which may bewilder the clinician as well as the pathologists. They added that that uncommon signs and symptoms among ALL patients were abdominal pain (9.3%), joint pain (9.3%), hematemesis and melena (8%), diarrhea (5.33%), proptosis (2 cases), dysphagia, mediastinal mass and parotid swelling (1 case each).
Apart from the prolonged PT and the low ALP levels found in our patient, laboratory investigations mostly revealed normal results. The definite diagnosis for our patient was reached by bone marrow examination which showed markedly infiltrated by blast cells.
The UCSF [8] stated that symptoms and signs of ALL are not sufficient to establish the diagnosis. However, further investigations are required to confirm it, such as a complete blood count, blood smear examination and bone marrow examination (aspiration or needle biopsy), which can provide the first evidence of ALL.
Al Omari et al. [5] reported that the median age at diagnosis of ALL was 4 years, which was less than those reported in studies performed in Morocco (7 years) [9] and Egypt (5 years) [10] . Moreover, Al Omari et al. [5] found that the male-to-female ratio was 1.4:1.
Shakibazad et al. [11] reported that ALL is common type of malignancy in childhood with known presentation of cytopenias, organomegaly, lymphadenopathy and bone pains. The other unusual initial presentations of ALL include renal involvement (14.6%), neurologic signs (14.6%), orbital manifestations (12.2%), pericardial involvement (4.9%) and other rare miscellaneous presentations (19.5%). The clinician must be familiar with these unusual presentations of ALL in pediatrics in order to avoid delay diagnosis of this disease and increase survival by early detection.
Biswas et al. [7] stressed that uncommon clinical presentations among ALL patients may lead to delay in diagnosis. Awareness of uncommon signs and symptoms of childhood leukemia together with laboratory tests help in early diagnosis and proper management of the patients.
In conclusion, ALL is the most common type of cancer and leukemia affecting children. Most patients complain of fever. Uncommon clinical presentations include hematemesis and diarrhea may lead to delay in diagnosis. Therefore, awareness of the uncommon signs and symptoms of childhood leukemia helps in early diagnosis and proper management of patients.
